This historical analysis of the term 'health promotion' during the early 20th century in North American journal articles revealed concepts that strongly resonate with those of the 21st century. However, the lineage between these two time periods is not clear, and indeed, this paper supports contentions health promotion has a disrupted history. This paper traces the conceptualizations of health promotion during the 1920s, attempts to operationalize health promotion in the 1930s resulting in a narrowing of the concept to one of health education, and the disappearance of the term from the 1940s. In doing so, it argues a number of factors influenced the changing conceptualization and utilization of health promotion during the first half of the 20th century, many of which continue to present times, including issues around what health promotion is and what it means, ongoing tensions between individual and collective actions, tensions between specific and general causes of health and ill health, and between expert and societal contributions. The paper concludes the lack of clarity around these issues contributed to health promotion disappearing in the mid-20th century and thus resolution of these would be worthwhile for the continuation and development of health promotion as a discipline into the 21st century.
INTRODUCTION
Despite the Ottawa Charter, 'health promotion' has been a difficult concept to define and concretize. Aaron Antonovsky (Antonovsky, 1996) argued health promotion needed a stronger theoretical base and suggested salutogenesis may provide a way forward. David Buchanan (Buchanan, 2000) and David Seedhouse (Seedhouse, 2004) offered various philosophical perspectives as contributions to develop health promotion as a discipline. Still others have looked to the past for a historical foundation (McLeroy and Crump, 1994; Duncan, 2004; Awofeso, 2004; Tountas, 2009) . This paper uses the latter approach and consists of a historical analysis of the term 'health promotion' as found in early 20th century publications, primarily public health journal articles. Contrary to views that health promotion essentially arose as part of the public health movements leading up to the Ottawa Charter in 1986 and interpreted as the 'new public health' (Awofeso, 2004; Baum, 2008; McQueen, 2008) , in this paper I outline how health promotion was used during the 1920s-1940s; its changing interpretations and why it disappeared from the public health vernacular for a number of decades. I argue that the broad, holistic and social model basis of the early 20th century conceptualization of health promotion was problematic and contributed to its disappearance as a term and concept. Given the similarities of this conceptualization of health promotion in current times, examining past iterations of health doi: 10.1093/heapro/daw039 promotion may raise issues that warrant closer attention today if the discipline of health promotion is to continue to develop.
Why uncover the origins of 'health promotion'?
Historical analysis offers health promotion practitioners a number of advantages. First, it can challenge myths associated with health promotion. Secondly, it can provide historical roots to legitimize practice, as argued by Peter Duncan (Duncan, 2004) . Thirdly, it can clarify boundaries and perspectives associated with the discipline of health promotion, particularly in regards to how health promotion relates to public health. Finally, it can inform current practice by outlining what worked and what did not work in the past to help inform decision-making in the present and future, with the hope of avoiding repeating mistakes.
David McQueen's (McQueen, 2008) perception that in the 1970s 'health promotion' was not a recognized discipline and was solidified as a concept through the Ottawa Charter is a reasonable observation. Indeed, he was reflecting on 30 years of his own practice at the time of writing and was not intent on tracing back possible origins of health promotion further. Milton Terris (Terris, 1992) suggested the term 'health promotion' was first used in 1945 by Henry E. Sigerist, a medical historian, who, as part of describing the four major tasks of medicine put forward the promotion of health was provided by a decent standard of living, good living conditions, education, physical activity, rest and recreation. Terris recognized many of these as reflected in the Ottawa Charter, but also suggested in this earlier understanding of health promotion there was an interplay between what he termed 'general' and 'specific' causes of disease. However, Terris did not undertake a historical analysis by looking at original documents, but relied primarily on secondary sources as his purpose was to place health promotion into the broader historical context of public health theory. Such an approach to considering the history of health promotion has been replicated by others (McLeroy and Crump, 1994; Duncan, 2004; Awofeso, 2004; Baum, 2008) . As such, early 20th century usage of health promotion as a term and concept has remained unexplored resulting in a certain amount of mythology surrounding the 'origins' of health promotion, which has not helped in distinguishing health promotion as a practice or a discipline.
METHODS
The research outlined in this paper used a historical method (Carr, 1987; Howell and Prevenier, 2001; Tosh, 2010) . This consisted of identifying published material from the early 20th century via PubMed Central that contained the term 'health promotion'. Twenty-five journal articles or chapters were located from 1917 to 1943 that specified 'health promotion'. In addition, a small number of journal articles or chapters were located either side of this time period which also informed the analysis (three from 1875 to 1909, and one from 1960). The texts, mostly from a North American context, were analysed to ascertain the understanding of health promotion contained within; sometimes clearly delineated, at other times implied. The interpretation of the texts was informed by considering the historical context of the time and place they were written, by whom the texts were written and for what purposes, as is consistent with critical historical analysis (Tosh, 2010) . A range of secondary sources were used as part of this interpretation.
While the historical method described above is widely accepted within historical research, there are a number of approaches one can take within history: from celebrating key milestones and personalities to bottom-up and critical approaches. I have been particularly influenced by the writings of John Lewis Gaddis (Gaddis, 2002) , who suggested the responsibility of historians is to show what paths have not been taken as much as explain the ones that were; and Howard Zinn (Zinn, 1970) , who understood history contributed to knowledge as power that could be used to maintain the status quo or change it. In taking this 'radical' approach to history, I am hoping to open a conversation about the origins of health promotion and to encourage a more critical discourse around some of what I perceive to be unquestioned ideas and assumptions. That is, to challenge the myths of health promotion and explore the discipline's historical roots, boundaries and perceptions.
Nineteenth century 'promotion of health' background As a number of authors (for example Dubos, 1987; Duffy, 1992; Rosen, 1993; Bergdolt, 2008; Tountas, 2009 ) have noted there has been interest in preserving health and wellbeing since ancient times. There was a renewed interest in the 19th century as more people became literate and a number of publications became available that provided information and advice on staying healthy. This coincided with the transitioning from an older understanding of the body as a closed system that needed its 'vital' powers to be preserved, to one that emphasized the renewal of energies through physical activity and functioning (Macdonald, 2011) . Such publications portrayed a belief that health was a natural and personal resource that could be maintained provided it was not abused. Thus, they focused on the individual or family and centred on behaviours deemed to support health: spending time outdoors; physical activity; moderation of work; regular rest and sleep; diet; not overtaxing the mind; avoiding tobacco and alcohol (Fowler, 1875; Alexander, 1887) . A broader understanding of health was also evident by the early 20th century as revealed in a review of William Allen's 1909 book, Civics and Health (GMW, 1910) . The summary suggests Allen saw good health as a source of personal happiness and civic obligation; that personal behaviours needed to be supported by community action in regards to broader social determinants and that healthy people needed, in turn, to be a part of this action.
This pre-World War 1 understanding of health needs to be seen within the context of public health gains at the time. Despite the early 19th century recognition by French hygienists of the influence of poverty on health (La Berge, 1992) , public health focused on sanitation infrastructure that was slowly being implemented across metropolitan and provincial cities within North America, Britain, Europe, Australia and New Zealand (Porter, 1999; Duffy, 1992; Lewis, 2003) , although as Simon Szreter (Szreter, 2007) has noted, this process took many decades after the introduction of relevant legislation. As such, the old epidemics were subsiding and attention was being placed on domestic hygiene and behaviours, as epitomized in the maternal and child welfare movement which commenced around the turn of the 20th century (Bryder, 2003) . During this era, this concept of promoting health by focusing on personal behaviours was well established, although the term 'health promotion' does not appear to have been used widely.
Early 20th century understanding of health promotion: 1920s
In 1917, Assistant Surgeon General of the US Public Health Service, Washington DC, Dr W. C. Rucker (Rucker, 1917) , outlined a vision for public health administration that challenged a number within the American Public Health Association (APHA). Rucker suggested public health needed to be primarily based within local government jurisdictions and that all policy and legislation needed to be considered from a health perspective. The vision, although acknowledged as somewhat utopian at the time, has a remarkable resemblance to Health in All Policies and the Healthy Cities movement of the late 20th century. In a response to the vision, Dr C. St Clair Drake of Springfield, Illinois, commented, '. . . possibilities of health promotion would be brought to light which are not dreamed of today' ( p. 229). Others also highlighted the need to look beyond hospitals and to deal with social problems: unemployment, poverty, sanitation in homes and nourishment (Discussion, 1917) . In 1920, as part of a publicity drive to increase membership, the APHA president, Dr W. S. Rankin, summarized the gains that had been made in public health over the previous 50 years, but called for an expanded programme of 'not only disease prevention, but the much larger and more important field of health promotion' (Rankin, 1920, p. 298) .
Throughout the 1920s, health promotion was used to describe both a broader scope to that of public health as well as an end-point of public health. The work of public health was well defined by this stage. It focused on environmental sanitation, control of communicable diseases (through immunization programmes and quarantine) and education for individual hygiene ( particularly focused on maternal and child welfare) (Beachley, 1926; Hiscock, 1928) . However, those working in public health were aware that such activities only partly addressed the ultimate aim of optimal health attainment. Indeed, the Executive Secretary of Toledo Public Health Association is quoted as suggesting disease prevention was 'only half of the story. The other half (or maybe it's nine-tenths) consists of health promotion' (Routzahn, 1923, p. 712 ). This 'other half' consisted of addressing broader environmental and social conditions, including the provision of suitable classrooms and seating arrangements in schools (O'Shea, 1924) , provision of playgrounds (O'Shea, 1924) and city zoning regulations that separated industrial areas from residential areas and that reduced congestion (Marquette, 1928) , as well as the earlier recognition of socio-economic status as a determinant of health (Gruenberg, 1926) . In the 1920s, there is a strong sense that health promotion was directed towards 'health building -achieving such robust health, mental and physical, as will make life enjoyable to its fullest extent' (Marquette, 1928 (Marquette, , p. 1112 ); a concept we would now label as 'wellbeing'. Thus, the concept of health promotion incorporated broader social, economic and environmental issues that were outside the then scope of recognized public health work, but also encapsulated an ultimate objective of holistic wellbeing for all. However, the concept was primarily theoretical at this stage. While there was discussion about possibilities, as in Rucker's vision, putting such visions into practice remained elusive.
Attempts to operationalize health promotion: 1930s and 1940s
Although health education had existed since the 19th century and was considered as something separate to health publicity and health promotion (Tobey, 1926) , by the 1930s, the distinction was becoming less evident in the USA. Mary Connolly (Connolly, 1934, p. 572) , Director of the Division of Health Education in Detroit, in outlining various avenues for health education within communities, stated, 'It is necessary that the person responsible for health education go about among many groups, even when the interests of the groups are not remotely connected with health promotion'. Connolly saw health education as a way of achieving health promotion (implied as disease prevention and wellbeing) and believed public health nurses to be the most appropriate group to undertake this work. However, family physicians were also being strongly considered as having a health promotion role. Physicians were urged to be alert to their responsibilities and opportunities within their private practices of 'other health promotion services' such as 'periodic health examination, the recognition and removal of physical and mental handicaps, and the establishment of a friendly health consultation service between the physician and the family' (Vaughan, 1935, p. 685) . This development of an increased role for health education as part of health promotion, and in particularly by family physicians, is best explained by two coinciding factors: a belief the reliance on past technical and expert basis of public health was limited; and the rise of chronic diseases within the broader medical and political discourse.
In his incoming address as President-Elect of the APHA, Professor Walter Brown of Stanford University outlined the challenges facing public health in the mid1930s, much of which related to legal powers, inadequate budgets and properly trained staff (Brown, 1935) . However, Brown also noted that public health officials had failed to involve society in the public health movement, reliant as they had been on expert, technical and scientific knowledge and developments which had required the general public to be passive recipients (Brown, 1935) . He argued that health education thus provided a way of involving the public in taking up their responsibilities towards their own health; that while public health worked across various government jurisdictions, the general practitioner could play a central role in providing services to individuals through periodic health examination, instructing patients in the laws of hygiene and how to best apply these to their own needs (Hiscock, 1928) . George Weisz (Weisz, 2014) argues this increased prevalence of the family physician within the public health agenda needs to be understood as part of the increased attention being paid to chronic diseases in the 1930s and the discourse that the boundaries between curative and preventative medicine could be collapsed. Walter Brown was clearly referring to this in his address, but believed that cure and prevention, while related, were separate functions, retaining the focus of public health needed to be on 'improved methods of disease control and health promotion' (Brown, 1935 (Brown, , p. 1290 . While it appears Brown's conceptualization of health promotion remained based on an overall objective of wellbeing, this appears to have been closely linked to public health activities of public health education on an individual basis.
The push towards individualism was not universally accepted within public health circles in the 1930s and 1940s (Pate, 1940) , but it was one that became increasingly evident in the USA, particularly in terms of medical practitioners taking on the role of health promotion; who could provide '"constructive" medicine or "health promotion"' (Winslow, 1942, p. 443) . Here, health promotion was restricted to health education opportunities as part of periodic health examinations. However, by the early 1940s, Charles Winslow, from the Department of Public Health, Yale University School of Medicine, was questioning the wisdom of relying on medical practitioners to undertake preventive medicine and health promotion responsibilities: 'When a campaign, so active and so logical as the campaign for health examination and health promotion, makes so little real progress, it behoves us to analyse the reasons for failure, to ask ourselves whether our major premises or our methods of approach have been at fault' (Winslow, 1942, pp. 444-445 ). Winslow's vision of incorporating health promotion into medical practice was one that was strongly influenced by a social model of health and included not only health screening and personal hygiene instruction, but also assessment of the patient's 'physical environment, his housing, and psychological state, his occupation and his work-place, with reference not only to specific hazards but to their impact on his physiological and psychological status. His social and economic environment is often even more important' (Winslow, 1942, p. 450) . Such a vision would indeed suggest his premises were faulty.
There were some fundamental flaws related to this push to collapse curative and preventive medicine through the incorporation of either broad or more narrow conceptualizations of health promotion into medical practice based on not understanding the reality of medical practice and medical culture (Weisz, 2014) . Doctors were not trained in disease prevention or health promotion, be that a more restrictive understanding of health education regarding personal hygiene and behaviours or one that was based more on a social model (Winslow, 1942) . Medical practitioners were not willing to spend the time required to undertake these broader functions, nor were patients willing to pay for such services (Sippy, 1943) . The failure of the Peckham Health Centre in the UK suggests the same issues were present on both sides of the Atlantic (Lewis and Brookes, 1983) . Furthermore, the emerging discourse around chronic diseases was much more conducive to the individualistic and curative nature of medical practice as it focused on individual specific diseases rather than a more ephemeral concept of prevention (Weisz, 2014) .
A second approach by public health administrators was to work more in conjunction with welfare services in recognition of the impact broader social and economic factors had on health. This also appears to have been problematic and there was concern the establishment of health centres would rapidly become 'sickness or disease centres and its entire intent of prevention is lost' (Sippy, 1943, p. 945) . John Sippy's 1943 assessment of efforts to try to promote general longevity, increased efficiency and happiness was to suggest the health department 'as a health promotion agency is a failure and economically unsound' (Sippy, 1943, p. 945) .
Thus, in the 1930s and 1940s, public health officials in the USA attempted to operationalize their conceptions of health promotion through health education in partnership with the medical fraternity and with charities and welfare departments. Neither approach appears to have been successful. The documents accessed provide a consistent view of how health promotion was conceptualized during this time. Health promotion retained strong traces of wellbeing and was generally understood within a broader social model of health, despite a narrowing to personal hygiene education in attempts to operationalize the concept. However, it remained somewhat utopian and unachievable, as opposed to the more recognized and defined public health activities of sanitation, control of communicable diseases, promoting immunization and screening for physical defects through examination. Furthermore, as George Weisz (Weisz, 2014) has pointed out, while epidemiological studies in the 1930s, such as US National Health Survey of 1935-36, supported the relationship between lower socio-economic status and higher rates of morbidity, the political and medical discourse was dominated by curing the emerging 'epidemic' of chronic diseases. This seemed to be a cheaper, more achievable and politically palatable option than prevention that was based on addressing societal poverty. Dorothy Porter's (Porter, 2002) analysis of social medicine in the UK similarly notes a shift away from social structures to a focus on social behaviours during this same period.
The disappearance of health promotion
By the mid-1940s, health promotion disappeared as a term within public health published material in North America. This may relate to a number of factors such as the influence of the Rockefeller Foundation support for biomedical model public health projects and an association of the social model with communism in the context of the Cold War in the USA (Borowy, 2014) . By 1960s, public health practice seems to have become very disease focused and broader understandings of social factors on health no longer part of the discourse (Roney, 1960) . It is likely other related movements took up the mantle of aspects of health promotion, if not as it had been conceptualized in total within public health earlier. In the USA, health education emerged as a separate discipline, concerned with physical fitness in schools and military inductees, after physical education was 'mostly abandoned by medicine' (Timmreck, et al., 2010, p. 68) . From the 1930s in countries such as Britain, Canada, Australia and New Zealand, there was a strong interest in national fitness, a concept that consisted of much more than physical activity (Macdonald, 2011) . Many European countries had longer histories of structured physical regimes and other activities in the 'national interest' (Bazoge et al., 2013) . These movements were sometimes linked with public health departments, but also strongly linked to education departments and their school-based physical education programmes (Macdonald, 2011) . There were a number of national variations, with some focusing more on physical activity alone. However, a number of countries incorporated aspects that reflected the concept of health promotion contained in public health publications of the 1920s-1940s. For example, the Australian National Fitness Council conceptualized its scope as: [w] ide, having as its object the encouragement through recreation and community activities in a strong spirit of community service. The special responsibility of the National Fitness Movement lies in the establishing of standards of physical education and in the promotion of physical and recreational activities. Its broad aim is to promote individual fitness on a national scale by co-operating with and co-ordinating the activities of existing organisations which are working in the cause of health and fitness. Where existing facilities are inadequate the aim is to encourage their extension and, where they are non-existent, to originate and develop them. But undue stress should not be placed on physical fitness to the exclusion of social development resulting from a wide program of leisure-time activity of a kind which develops good citizenship' (Interim Report Joint Committee on Social SecurityNational Fitness 19 July 1946, p. 1).
It was in the discourse of these various movementshealth education, physical education, national fitnessthat healthy behaviours, civic responsibility and community development continued as ideals, although no longer labelled as 'health promotion' and certainly lacking much of the scope around social determinants of health included in earlier iterations of health promotion. It should also be noted the ongoing success of these movements varied considerably for a number of reasons, including suspicion of state intervention and a continuing focus on individualism (Macdonald, 2011) .
Limitations
There are a number of limitations associated with historical analysis, particularly a reliance on archival documents and artefacts that have survived the passage of time that may or may not be informative or provide a complete picture of the issue or events under review (Tosh, 2010) . In the case outlined in this paper regarding early 20th century conceptualizations of health promotion, I have restricted my searching to available online journal and chapter publications located within a specific database. It is possible health promotion has been used earlier or in other contexts and documents in ways that are not consistent with the perspective I have argued here. Furthermore, this paper has focused on a North American context, yet many of the tensions between the biomedical and social models of health outlined here were reflected across the international arena; for example, in the Health Organisation of the League of Nations and later in the World Health Organization (Dugac, et al., 2008; Borowy, 2014) . Examination of the history of health promotion in other countries may also reveal facets not considered here.
CONCLUSION
The discipline of health promotion as we currently understand it can clearly be traced to 1986 and the Ottawa Charter. However, the origins of health promotion as a concept with its dual focus on healthy behaviours and broader determinants of health are much older. I would agree with Peter Duncan (Duncan, 2004 ) that health promotion's history has been disrupted. It is hard to reconcile how early 20th century conceptualizations of health promotion so closely resemble those of the 21st century in these circumstances. As such, more research is needed to trace the various influences across time and place towards the re-emergence of health promotion in the 1980s. However, the fate of health promotion in the middle of the 20th century is one that should cause current practitioners, administrators and researchers to stop and consider in the light of the long-standing debate around determining just what health promotion is and what it means-theoretically, philosophically as well as practically. While it is clear health promotion is being operationalized in movements such as Health in All Policies and Healthy Cities in ways that could only be dreamed about a century ago, the ongoing tensions between individual and collective actions, between specific and general causes of health and ill health, and between expert and community contributions remain. Furthermore, health promotion continues to have an undefined and nebulous relationship with public health while it continues to be conceptualized as the 'new' public health. It was a lack of clarity around some of these points that contributed to the demise of health promotion from the 1940s. It would, therefore, be worthwhile ensuring these points continue to be debated to bring about such clarity in the 21st century.
